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The MTP Act was enacted in 1971, with the aim of reducing maternal
mortality due to unsafe abortions, and as a population control measure. It is
an exception to the criminalisation of abortion under Sections 312-316 of the
Indian Penal Code (IPC). The Act has only been amended two times in nearly
50 years since its enactment. In 2014, a draft Amendment Bill was proposed
after wide stakeholder consultation; however, it was never introduced in the
Parliament.  

On January 29, 2020 a press release issued by the Union Cabinet stated that
the Bill had been approved for introduction in the Parliament and that its
purpose is to expand access “to safe and legal abortion services on
therapeutic, eugenic, humanitarian or social grounds.” 

The Ministry of Health and Family Welfare introduced the Medical
Termination of Pregnancy (Amendment) Bill, 2020 in the Lok Sabha on March
02, 2020. Thereafter, it was passed by the Lok Sabha on March 17, 2020 and
is now due to be discussed in the Rajya Sabha. It provides for amendments to
the Medical Termination of Pregnancy Act, 1971 to increase the upper limit
for termination from 20 to 24 weeks for certain categories of women,
removes this limit in the case of substantial foetal ‘abnormalities’, and
constitutes Medical Boards at the state-level.

What is the MTP (Amendment) BiLL?

QUESTIONS 
Frequently Asked

What is the Rationale for amending the bill? 
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In the Statement of Objects and Reasons, the MTP Amendment Bill states that
several cases have been filed before the Supreme Court and various High
Courts seeking permission for terminating pregnancies beyond the 20-week
limit under the Act, usually on the ground of diagnosis of foetal anomalies or
because the pregnancy was caused due to rape. It also states that with the
advancement of medical technology, there is scope to increase the upper limit
for terminating pregnancies especially for ‘vulnerable’ women, and in cases of
severe foetal anomalies. 

The press release stated that the increase in limit will ensure “dignity,
autonomy, confidentiality and justice for women who need to terminate
pregnancy”. 

DIGNITY
Decisional

AUTONOMY

CONFIDENTIALITY JUSTICE
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The Bill provides for the approval of only
one registered medical practitioner
(RMP) for termination of pregnancies up
to 20 weeks, and approval of two RMPs
for termination of pregnancies between
20-24 weeks.   

The Bill increases the gestational limit
for termination of pregnancies from 20
to 24 weeks, for ‘certain categories of
women’. These categories are not
defined in the Bill and will likely be laid
out in the Rules, once they are framed.   

The Bill expands access to abortion
for unmarried women in partnerships
by replacing the phrase “by any
married woman or her husband” with
“any woman or her partner”.

What are the Proposed amendments in the bill? 
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The Bill introduces a confidentiality
clause which states that the
particulars of a woman whose
pregnancy has been terminated
under this Act cannot be disclosed
except to any person who is
authorized by law.

The Bill introduces a confidentiality
clause which states that the
particulars of a woman whose
pregnancy has been terminated
under this Act cannot be disclosed
except to any person who is
authorized by law.

6



Is the bill a rights based legislation? Does it
CENTER the pregnant person? 

The Bill is doctor-centric and not a rights-based legislation for the person
seeking an abortion. The Bill (as with the current Act) requires one RMP to
approve abortions up to 20 weeks, and two RMPs to approve abortions between
20-24 weeks. Beyond 24 weeks, the Bill states that Medical Boards must be set
up determine whether the diagnosis of a substantial foetal anomaly warrants
termination of the pregnancy. The pregnant person must thus depend on
doctors to approve the termination of an unwanted pregnancy. This violates
their right to reproductive autonomy.

The Bill allows for abortions at any stage of the pregnancy if the foetus is
diagnosed with ‘abnormalities’ that are likely to result in a child being born with
disabilities. By singling out disability as a ground for abortion beyond 24 weeks,
the Bill advances a eugenics rationale where only certain people – those who
are “healthy” and able bodied – are considered desirable while those with
disabilities are considered disposable.

Is the bill heteronormative? 

The Bill only allows for unmarried women in partnerships to access abortion,
and that too only in cases where a contraceptive method used by them or their
partners has failed. The imagination of the Bill is limited by heteronormative
ideals of monogamous relationships which mimic marriages.

Is the bill framed within a eugenics rationale? 
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RIGHTS VIOLATIONS
Medical Boards are a form of a third-party
authorization and are violative of pregnant
persons’ fundamental rights. Multiple
examinations by the various specialists on the
Board violate the right to privacy, and requiring
third-party approval before termination violates
the rights to autonomy and bodily integrity.

Medical Boards can delay access to abortion
services due to the pregnant person being
forced to seek approval from them. The Bill
does not provide a time frame within which the
Board must make its decision. Delays in
decision-making by the Medical Board may
result in further complications for the pregnant
person. Further, India’s healthcare
infrastructure is weak and many places have a
shortage of RMPs (especially specialists such
as gynaecologists, paediatricians and
radiologists/sonologists). The proposed
amendment is, therefore, urban-centric and will
disproportionately impact rural areas and
marginalized groups.

IS IT EFFECTIVE TO HAVE THEM?
WHAT ARE MEDICAL BOARDS?

SUPREME COURT
JURISPRUDENCE IN
PUTTASWAMY V. UNION OF INDIA
AS WELL AS NAVTEJ JOHAR V.
UNION OF INDIA AND JOSEPH
SHINE V. UNION OF INDIA HAS
CLEARLY ESTABLISHED
DECISIONAL AUTONOMY AS A
FUNDAMENTAL RIGHT WHICH
ENCOMPASSES THE RIGHT TO
REPRODUCTIVE AUTONOMY
INCLUDING ABORTION.

all state and union territory governments to
constitute a Medical Board. Each Board will
have a gynaecologist, paediatrician,
radiologist/sonologist, and other members
notified by the state government. The Board will
decide if a pregnancy may be terminated after
24 weeks due to “substantial foetal
abnormalities”. Terminations post 24 weeks can
only be carried out if the Board approves them.

A MEDICAL BOARD
is a panel of specialists who are given the
authority to decide whether a pregnancy
should be terminated post 20 weeks. 

THE BILL REQUIRES
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Will the MTP amendment bill improve access to

abortion services?

EUGENICS RATIONALE AND ANTI-DISABILITY RIGHTS 

The Bill provides that in case of “foetal abnormalities”, there
will be no applicability of the provisions relating to the length
of the pregnancy. The Bill uses the term ‘abnormalities’
which reinforces the notion that persons with disabilities are
not ‘normal’ and therefore unwanted/undesirable.  Moreover,
if safe abortions can be performed at any stage of the
pregnancy in case of “abnormalities”, then pregnant persons
ought to be able to terminate their pregnancies on other
grounds – including separation from or death of partner, or a
change in financial situation. This waiver of the gestation
limit for termination for foetal abnormalities brings to light
the eugenic goals of the government.   

  

Despite the Government’s intention to ensure safe, affordable and accessible services,
the amendments proposed are inadequate and continue to reflect the urban-centric,
heteronormative, hetero-patriarchal, population-control and eugenic rationale of the
state. The MTP Bill will not improve access to safe abortion services until the critical
gaps in the Bill are addressed. Some of these are listed below:  
 

NOT A RIGHTS-BASED LEGISLATION

The Bill (like the Act) hands over decision-making power
to the health care provider instead of the pregnant person.
This leads to the erasure of the pregnant person’s agency
and reproductive autonomy.    
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PRIVACY

The Bill includes a confidentiality clause which states that
particulars of persons seeking abortion services can be
disclosed to any person authorized by law. This violates their
right to privacy. There is huge stigma against abortion and
pregnant persons are often hesitant to seek abortion
services due to privacy concerns. This clause will further
deter people from accessing safe and legal abortions.  

STRUCTURAL BARRIERS FOR THE MARGINALISED

Medical Boards are bound to cause delays in access to
abortion. Access to abortion is asymmetric between rural
and urban India and caste-based discrimination is embedded
in public health services. Dalit and Adivasi communities face
‘triple discrimination’ due to their gender, caste and socio-
economic status.

HETERONORMATIVE/HETERO PATRIARCHAL 

Although the Bill expands abortion access to unmarried
women and their partners, this provision still restricts
abortion to a heteronormative framework. The law only
considers the use of contraception to limit children or to
prevent pregnancy within a ‘partnership’. This excludes
many marginalized groups, including sex workers. 
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 CIS-HETERONORMATIVE

The Bill uses the word “woman” throughout. Access to
abortion is essential not only for cisgender women,
but also for transgender, intersex and gender diverse
persons. Centring the conversation solely around
‘women’s’ access to abortion or reproductive rights
excludes persons whose identities are beyond the
confines of the gender binary. The National Legal
Services Authority v. Union of India decision by the
Supreme Court of India declared that transgender
persons have the right to self-determination and legal
recognition of their gender identity, and should have
enjoyment of all other fundamental rights. Therefore,
any legislative framework on abortion must ensure
that all individuals, irrespective of gender, have access
to safe, affordable and legal abortion services.  

# ABORTION IS A

RIGHT 
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Decriminalisation of abortion is the removal of criminal framework/criminal
penalties for consensual abortion. For example, in 2018, the Supreme Court
declared that adultery (Section 497 of the IPC) would no longer be a criminal
offence.  Under Section 312 of the IPC, abortion is a crime for both the pregnant
woman and the doctor, except when done to save the woman’s life. Sections 313-
316 also criminalise other acts related to abortion. The MTP Act was created as an
exception to this, in order to enable medical practitioners to terminate pregnancies
under certain conditions. Therefore, it is important to bear in mind that abortion in
India is illegal and not permissible, unless done in accordance with the framework
laid down under the MTP Act.

What does it mean to decriminalise abortion?

Why do we need to decriminalise abortion? 

DECRIMINALISATION OF
ABORTION

Criminalisation of abortion is unsupported by the major tenets of human rights,
and this has been recognised both nationally and internationally.

Currently, the law does not respect the autonomy of the pregnant person and they
must seek permission from the doctor or from a court to get an abortion. This
approach has to change. We need to start looking at abortion the same way we look
at the use of contraception. Instead of criminalizing abortion, measures ought to be
taken to guide the pregnant person, so as to enable them to make a safe and
informed decision.
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Why are we talking about decriminalisation of

abortion now?

Recently, the Union Ministry of Home Affairs has set up a five-member
Committee for Reforms in Criminal Law at the National Law University
(Delhi). The mandate of the Committee is to recommend reforms in the
criminal laws of the country in a principled, effective and efficient manner. The
Committee is conducting online consultations to ensure that it has its report
ready in the six-month time frame fixed by the home ministry.  

The Committee members are all upper-caste men who may not have faced the
realities of those who will be most affected by changes to the law. Specifically,
there are no women, Dalits, Muslims, Adivasis, LGBTQ persons or persons
with disabilities on the Committee. Moreover, this law reform exercise is
being carried out during a serious public health crisis due to the COVID-19
pandemic. The consultations proposed by the Committee are to be held online,
through a questionnaire format on their website, and are only accessible in
English as of now.

One of the questions put up for consultation by this Committee is whether
Section 312 of the IPC should be decriminalised. While the move to revisit
Section 312 and the possibility of decriminalisation is welcome, the process
followed by this Committee leave little room for discussion of all the
complexities of this issue. The laws that this Committee seeks to change
fundamentally affect our civil and political liberties and this must necessarily
include wide stakeholder consultation with representation from all groups,
especially marginalised persons. Such a consultative process cannot be
effectively carried out while the country is struggling to deal with a pandemic.
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UNSAFE ABORTIONS

Restricting abortion does not eliminate its demand, it only eliminates access to safe abortion.
It forces pregnant persons to resort to unsafe procedures in risky circumstances. These
procedures are often conducted without oversight and have a lower standard of care, thereby
increasing the chances of medical harm. Unsafe abortions remains one of the major causes
of maternal mortality globally and in India, around two-thirds of abortions are unsafe. For
pregnant persons who rely on the public healthcare system and have limited access to post-
abortion care, the risk of serious complications or even death is higher when unsafe abortion
is the only option available.

Indian courts have established that the right to
abortion is a fundamental right, drawing from the

rights to bodily autonomy, health, privacy and
dignity, and equality as established in

Puttaswamy, Navtej Johar and Joseph Shine. By
decriminalising abortion, the fear of prosecution is

removed from the mind of the medical
practitioner, who may otherwise deny services to

pregnant persons. This will pave the way for
access to safe abortion services for all persons.

STIGMA

Criminalisation leads to stigma around abortion since the procedure continues to be
associated with secrecy and criminality. This has a grave impact on pregnant persons’ health
and plays a significant role in their decisions on whether to have a safe or unsafe abortion.  

DISPROPORTIONATE BURDEN ON WOMEN

Forcing a pregnant person to carry their pregnancy to term violates their fundamental rights,
including the right to equality. In a heteropatriarchal society, women bear a disproportionate
burden of childcare and domestic duties. Restrictive abortion laws impose motherhood on
women by denying them the right to abortion.
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Why is stakeholder consultation important?

The current Bill has been drafted under a cloak of secrecy and
fails to reflect important stakeholders’ perspectives!

It enables people to articulate their concerns, and identify the
appropriate responses and solutions to problems that affect
them. It involves actively seeking the opinions of interested and
affected groups. 

The consultation and deliberation process allows for public
participation in law-making, provides an opportunity to gather the
views of all stakeholders, including critical ones, and guarantees
transparency. The voices of all stakeholders including persons
with disabilities, Dalit and Adivasi persons, transgender, intersex
and gender-diverse persons, sex workers, and healthcare
providers among others must be given due consideration. 

It is only possible to understand the nuances and complexities of
this issue when we hear from marginalised persons on their
experiences of barriers to accessing abortion and reproductive
healthcare. The impact of legal reforms depends on public
participation in the decision-making process; not allowing them to
voice their concerns casts a shadow of doubt over the legitimacy
of democratic institutions. 
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What other legal reforms are needed to secure

a 'right to abortion' in india for all persons?
The Protection of Children from Sexual Offences (POCSO) Act, 2012 is aimed at
protecting children i.e., persons below the age of 18 years, from offences of sexual
assault, sexual harassment and pornography. However, this law is a major barrier for
access to abortion for adolescents. 

The POCSO Act criminalises adolescent sexuality by treating all sexual activity
involving an adolescent, including consensual sex, as an offence. It thus treats all
pregnant adolescent girls as rape survivors. It mandates that anyone who has
knowledge of the commission of a sexual offence against a child, including healthcare
providers, must report the abuse to the police or the Special Juvenile Police Unit, who in
turn must report it to the Child Welfare Committee and the Special Court (or Court of
Session) within 24 hours (Sections 19(1), 19(6), 21). This obligation to report
contradicts the confidentiality and privacy protections under Section 4 of the MTP
Regulations. It can act as a deterrent for adolescent girls from accessing safe abortion
services in situations where the pregnancy resulted from consensual sex, as well as
non-consensual situations where the perpetrator is a family member.  

The provision of mandatory reporting is problematic. Adolescent girls who seek out
contraceptive or other reproductive health services may be reluctant to do so out of
fear that doctors will report them, and that criminal action may be taken against their
partners. Requiring healthcare providers to report adolescent girls seeking an abortion
to the police, apart from violating their fundamental right to privacy, may also drive
some adolescents to seek treatment from unqualified practitioners or resort to unsafe
abortion methods. If the pregnancy was the result of consensual sex, the girl will not
want to report the matter to the police for fear of seeing her partner arrested, charged,
and possibly sentenced to a lengthy prison term. 

In order to ensure that all persons, including adolescents, can access safe
abortion services, there is a need to revisit the POCSO Act and mandatory
reporting requirements.
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What do we need from the MTP Amendment

Bill, 2020?

REFERENCE TO A PARLIAMENTARY STANDING
COMMITTEE

The Bill was drafted without any consultation and was
hurriedly passed in the Lok Sabha on 17th March
without much consultation. It is imperative that the
Bill is referred to the Standing Committee for further
discussion and deliberation. 

RECOGNITION OF PREGNANT PERSONS’ REPRODUCTIVE
AUTONOMY

The Bill must recognize the autonomy of the pregnant person
and the decision making power ought to lie in the hands of the
pregnant person and not the doctor. 

Moreover, it is unnecessary to require two doctors’ approval
for abortions past a certain gestational limit. The RMP should
play a secondary role in the decision-making process. A person
may consult with their doctor on the feasibility and safety of
abortion, but the ultimate say should be that of the pregnant
person. The pregnant person should be able to access
abortion services ON REQUEST, without needing the approval
of an RMP or a third-party such as the court or medical board.
This will decrease their vulnerability within a clinical setting.
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INCLUSION OF MID-LEVEL HEALTHCARE
PROVIDERS

Non-allopathic, mid-level healthcare providers and
alternate systems of medicine ought to be included
in the Bill. This is both ethical and extremely
necessary in the face of the high rates of unsafe
abortions. Further, healthcare infrastructure in India
is weak and in remote areas, it is difficult to find
RMPs, as mandated presently. Therefore, the
inclusion of mid-level healthcare providers such as
nurses and ANMs is imperative.

EXTENSION OF 24-WEEK GESTATION LIMIT FOR ALL
PREGNANT PERSONS

The gestational limit should be increased to 24 weeks for
all pregnant persons seeking abortions on all grounds
and should not be limited to “vulnerable women”.

REMOVAL OF MEDICAL BOARDS 

Healthcare facilities in India are subpar, and many
parts of the country do not have the requisite
specialists or equipment for abortion services.
Therefore, to mandate Medical Boards which require
specialists such as gynaecologists, paediatricians
and radiologists, is impractical. These Boards will
cause unnecessary delays which are detrimental to
the pregnant person. They also violate the rights to
privacy, dignity and autonomy. 18



EXPANSION OF ABORTION ACCESS TO ALL PERSONS

Currently, the Bill restricts itself by looking at the use of
contraception to limit children or prevent pregnancy
only in the realms of a ‘partnership’. This excludes a lot
of marginalised groups. A pregnant person should not
have to be in a partnership in order to get an abortion. 

Moreover, the Bill is not inclusive of transgender,
intersex and gender-diverse persons. The term ‘woman’
should be changed to ‘person’ wherever applicable in
the Bill.

STRONG PRIVACY CLAUSE

The Bill states that the particulars of person
seeking abortion services can be disclosed to any
person authorised by law. This violates their rights
to privacy and confidentiality. Particulars of the
person seeking abortion services should not be
disclosed to anyone.

REMOVAL OF ANTI-DISABILITY LANGUAGE

The term ‘foetal abnormalities’ should be replaced by
‘foetal anomalies’. Abnormality is ableist language
and advances a eugenics rationale – that persons
with disabilities are unwanted.
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